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Proposed SNF payment rule for 
FY2020: What you need to know

During a Skilled Nursing Facilities (SNF)/Long Term Care Open Door 
Forum (ODF) held Tuesday, April 23, 2019, Centers for Medicare and 
Medicaid Services (CMS) officials discussed the Proposed Fiscal Year 
2020 Payment and Policy Changes for Medicare Skilled Nursing Facilities 
(CMS-1718-P) published in the Federal Register on April 25, 2019.

Updates ranging from the annual market basket rate, to a new definition of 
group therapy and two new quality measures for the SNF Quality Report-
ing Program (QRP) were covered. 

 “This rule was relatively light as compared to last year’s rule,” said John 
Kane, SNF team leader at CMS, during the ODF. He explained that the 
agency is anticipating a payment update of 2.5% based on a market basket 
update of 3.0%, less 0.5% for a productivity adjustment. “CMS estimates 
this will calculate out to $887 million increased payments for SNFs in 
FY2020 as compared to 2019,” said Kane. 
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https://www.federalregister.gov/documents/2019/04/25/2019-08108/medicare-program-prospective-payment-system-and-consolidated-billing-for-skilled-nursing-facilities
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“The market basket increase will be really significant 
in addition to what we anticipate for increased revenue 
for the SNF setting given PDPM paying for greater 
acuity,” says Stefanie Corbett, DHA, postacute regula-
tory specialist for HCPro. “I think that’s going to be a 
great plus.”

Cynthia K. Morton, MPA, executive vice president for 
the National Association for the Support of Long-Term 
Care (NASL) called the payment update “healthy,” 
and “a little bit of a surprise. The sector sure needs it. 
With the uncertainty of going into a new payment 
model, cash flow can certainly be an issue and so the 
payment update is appreciated.”  

The proposed rule also suggests implementing a 
subregulatory process for addressing changes in 
ICD-10 coding, which include codes being removed, 
new codes being added, and codes being split into 
more specific codes. CMS is proposing to use a similar 
process to the one used currently for consolidated 
billing to ensure they’re able to keep coding mappings 
and the various ways codes are used in the SNF 
Prospective Payment System (PPS) as up to date as 
possible. The proposed process is also similar to how 
other payment systems use subregulatory processes for 
updating their ICD-10 coding listings.

New definition for group therapy

Currently under the SNF PPS, group therapy is defined 
as being one therapist working with four patients doing 
the same or similar activities. To better align the SNF 
PPS with other payment systems, specifically the 
inpatient rehabilitation PPS, says CMS, they propose 
to adopt a new definition to take effect this October, 
which would be one therapist working with two to six 
patients doing the same or similar activities. 

Morton says that NASL had asked for this change in 
definition and “are pleased to see that CMS recognized 
that therapists can use their judgement to identify the 
patients who would benefit from group therapy and 
form those groups of two to six patients.” She believes 
this regulatory alignment is “a nod to the unified 
post-acute care payment system down the road.”  

SNF QRP updates

Two new measures are being proposed to satisfy the transfer 
of health information domain under the SNF QRP, an 
addition that CMS officials described as the final elements 
needed to fulfill the IMPACT Act of 2014. The two mea-
sures, Transfer of Health Information from the SNF to 
another Provider and Transfer of Health Information from 
the SNF to the Patient, specifically assess that the SNF 
provided the patient’s reconciled medication list at the time 
of transfer or discharge from the SNF.

“We expected the two new quality measures, but what we 
didn’t know is when they would be implemented. Looks like 
FY2022, but data collection would begin with October 1, 
2020 discharges. These measures have been changed into 
process measures for whether a medication reconciliation 
was communicated to the next setting and/or the patient and 
their caregiver. I think it’s important to note that CMS talks 
about these measures in terms of interoperability but they do 
not measure any type of electronic transfer of information. 
They are for FY2022, so not mandatory right away,” says 
Morton.

“What is not in the rule because it has already been finalized 
is two new quality measures for October 1, 2019. These two 
measures are Change in Mobility and Change in Self-Care. 
These are really important and exciting because they 
measure a patient’s actual change in terms of their ability to 
move and their ability for activities involving self-care,” says 
Morton.

In addition, CMS proposes to adopt a number of standard-
ized patient assessment data elements that assess either 
cognitive function and mental status, special services, 
treatments and interventions, medical conditions and 
comorbidities, impairments, or social determinants of health 
(race and ethnicity, preferred language and interpreter 
services, health literacy, transportation, or social isolation). 
“We want to take a deeper dive into what they are proposing 
with cognition,” says Morton. “Cognition is not easily and 
simply assessed and because it has significant importance, 
we want to better understand what CMS thinks here.”

CMS has also proposed to collect standardized patient 
assessment data and other data required to calculate quality 
measures using the MDS on all patients, regardless of payer 
source, a decision they say was based on public input. “Some 
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SNFs conduct a MDS on all patients but it’s currently not 
required for all payer types. There certainly is a benefit for 
having data on all patients, but we would want to consider 
the burden this would cause and also if there is any 
duplication with what Medicare Advantage plans already 
require. I think each provider will receive this new require-
ment differently. If they are already doing it, it won’t be a 
big deal. If they aren’t, then it’s another task to do,” says 
Morton.

Finally, CMS proposes updates to specifications for the 
Discharge to Community PAC SNF QRP measure to 
exclude baseline nursing home residents. 

SNF Value-Based Purchasing (VBP) Program

CMS proposes to change the name of the SNF VBP 
measure to differentiate it from the SNF QRP measure. 
The proposed measure name is “Skilled Nursing Facility 
Potentially Preventable Readmissions after Hospital 
Discharge” measure. The measure will retain the same 
abbreviation (SNFPPR). 

CMS also specifies in the rule that the FY2022 SNFVBP 
performance period will be FY2020 and the baseline 
period will be FY2018. Scoring and operational updates 
include:

• Updated public reporting requirements for SNFs
with less than 25 eligible stays during the baseline
period or performance period for a Program year,
and SNFs with zero eligible cases during the perfor-
mance period for a Program year.

• A 30-day deadline for Phase One Review and Cor-
rections requests.

No changes were made to scoring methodology. 

Lastly, CMS proposes to suppress this performance 
information from public reporting for SNFs that do not 
meet the 25-stay minimum threshold for the measure. 
They provided the following scenarios as examples: 

• If the SNF doesn’t have 25 eligible stays during the
baseline period, CMS would suppress their baseline
risk standardized readmission rate and improve
their score.

• If a SNF doesn’t have 25 eligible stays during the

performance period, CMS would only display their 
assigned performance scores and suppress all of the 
performance information. 

• If a SNF has 0 eligible stays, CMS would not publicly
report any information on that SNF.

Updates to regulatory text regarding assessment 
schedules

Corbett says SNFs should already know about the elimina-
tion of some assessments under PDPM that were published 
in the draft of the MDS V1.17 to be effective this Fall. 
Although nothing changed in the proposed payment rule 
regarding the simplified assessment schedule, Corbett notes 
that CMS made some revisions “so the regulatory language 
in the proposed rule can catch up with the other changes 
CMS has already announced for PDPM.” Those proposed 
revisions to regulatory language include the following:

• Revise the prescribed PPS assessment schedule as set
forth in § 413.343(b), to reflect the elimination, upon
the conversion from RUG-IV to PDPM on October
1, 2019, of all scheduled assessments after the initial
5-day, Medicare-required assessment. CMS notes
that even though this assessment is commonly re-
ferred to as the “5-day” assessment (reflecting its
original 5-day assessment window), an additional 3
grace days have always been available beyond that
window for its actual completion.

• Include a conforming revision in §413.343(b) to make
clear that the actual deadline for completing this as-
sessment is no later than the 8th day of posthospital
SNF care.

• Replace the phrase “patient assessments” in
§413.343(b) with the phrase “an initial patient assess-
ment.” Accordingly, we propose to revise § 413.343(b)
to state that the assessment schedule must include
performance of an initial patient assessment no later
than the 8th day of posthospital SNF care.

PBJ Update

During the ODF, CMS officials also discussed updates to 
PBJ. Staffing data from Jan 1 through March 31 must be 
submitted no later than 45 days from the end of the 
quarter. The final submission deadline for this quarter is 
May 15, 2019. 
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Facilities should review their monthly provider preview 
reports in their CASPER folder for feedback on their 
most recent submission. CMS strongly recommends 
that nursing facilities run the following CASPER 
reports to review the accuracy and completeness of the 
data that they have entered:

• 1700D: Employee reports

• 1702D: Individual staffing report

• 1702F: Staffing summary report

Previously nursing facilities that reported seven or 
more days in a quarter with no RN on site were auto-
matically assigned a 1-Star staffing rating. Effective for 
the update to Nursing Home Compare at the end of 
April, 2019, the threshold for the number of days 
without an RN on site in a quarter that triggers an 
automatic downgrade to one star will be reduced from 
seven to four days.

Diane Hislop, BSN, RN, says that CMS warned some 
time ago that this would occur. “Fundamentally, under 

Medicare, with skilled/post-acute patients, a SNF should 
always have an RN on staff. The direct supervision 
requirements for subordinate staff under most (if not all) 
State Nursing Practice Acts require an RN for licensed 
practical nurses and certified nursing assistants to 
provide care within an inpatient setting,” says Hislop. 

For most SNFs, she says, this isn’t a difficulty, and 
shouldn’t be. “My advice is staff accordingly and have 
proper back-up systems in place, whether those are an 
internal pool to cover absences or relationships/contracts 
with outside staffing agencies. Resident care should be 
the priority and under law, if a facility is taking Medicare 
reimbursement, they are required to have adequate staff 
in number and skill/license, to care for the patient 
population they are admitting. This requirement is 
throughout the code! CMS is now making the bad actors 
more accountable and more public.”

The final payment rule is anticipated to be published 
in early August, to be implemented October 1, 2019.

EPA’s final rule on pharmaceutical waste material 
effective August 21
The EPA published its final rule, Management Stan-
dards for Hazardous Pharmaceuticals, earlier this 
year—giving healthcare facilities, including long-term 
care facilities, just a handful of months to comply with 
the rule, which goes into effect August 21, 2019.  

In the final rule, the EPA has revised its definition of a 
long-term care facility (LTCF) to be more consistent 
with how the DEA and CMS define the term. The final 
rule defines an LTCF as a licensed entity that provides 
assistance with activities of daily living, including 
managing and administering pharmaceuticals to one 
or more individuals at the facility. This definition 
includes hospice facilities, nursing facilities, skilled 
nursing facilities, and the nursing and skilled nursing 
care portions of continuing care retirement communi-
ties. It does not include assisted living facilities. 

The final rule also states LTCFs may no longer use the 
household hazardous waste exclusion. Instead, LTCFs 

will need to manage their hazardous waste pharmaceu-
ticals in accordance with the healthcare facility specific 
management standards. 

At first glance, compliance by August 21 may seem 
like a daunting task for LTCFs. Several states (Alaska, 
Iowa, Kentucky, New Jersey, Pennsylvania, and Puerto 
Rico) have already adopted the rule. 

“While states are required to adopt the rule, they have 
the ability to make changes as far as waste disposal,” 
says Karen Stratoti, president and CEO of Excellence 
in Caring, LLC. Other states may have until 2021 or 
2022 to adopt it, as those states already have their own 
version of the EPA or rules in place. 

If states choose not to adopt the final rule due to 
having their own rules, they must add a rule that bans 
the disposal of pharmaceuticals down the drain, 
Stratoti explains. 
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In addition to improving compliance, the EPA has 
three goals for the final rule:

• Reduce the amount of pharmaceuticals disposed
of down the drain as discussed above

• Address the overlap between EPA’s RCRA haz-
ardous waste regulations and the DEA regula-
tions for controlled substances

• Clarify the regulatory status of reverse distribu-
tion, a major practice used by healthcare facili-
ties for the management of unused and/or
expired pharmaceuticals

What pharmaceuticals are considered hazardous 
waste?

Under the final rule, once the LTCF makes the decision 
to send a prescription pharmaceutical to a reverse 
distributor for credit, it is a solid waste at the LTCF. A 
portion of the potentially creditable solid waste pre-
scription pharmaceuticals at an LTCF that are destined 
for a reverse distributor will also meet the definition of 
hazardous waste, and as a result, these potentially 
creditable hazardous waste prescription pharmaceuti-
cals would need to be managed in accordance with the 
final 40 CFR part 266 subpart P requirements.

The EPA defines a pharmaceutical as, in part, “any 
chemical or biological product that is intended for use in 
the diagnosis, cure, mitigation, care, treatment, or 
prevention of disease or injury of a human.” The FDA 
considers the following pharmaceuticals hazardous waste:

• Prescription medications

• Over-the-counter drugs

• Homeopathic drugs

• Any pharmaceutical remaining in a container
(empty medicine containers are not considered
hazardous waste)

• Cleanup materials from pharmaceutical spills

The EPA says nonprescription pharmaceuticals are not 
solid wastes, and therefore not hazardous waste 
pharmaceuticals if they have a reasonable expectation 
of being legitimately used/reused (e.g., lawfully redis-
tributed for their intended purpose) or reclaimed. 
Additionally, the EPA is excluding certain FDA-

approved over-the-counter nicotine replacement 
therapies from regulation as hazardous waste.

The final rule also addresses questions related to 
syringes and their disposal. According to the EPA, a 
syringe is considered empty and the residues are not 
regulated as hazardous waste provided the contents 
have been removed by fully depressing the plunger of 
the syringe. Thus, the final regulations convey an 
intent that is more similar to the proposed preamble 
use of the term “fully dispensed.” 

The final rule also clarifies that if a syringe contains a 
pharmaceutical that is a hazardous waste and it is not 
empty because the plunger is not fully depressed, the 
syringe must be placed with its remaining hazardous 
waste pharmaceutical into a container that is managed 
and disposed of as a non-creditable hazardous waste 
pharmaceutical under this subpart as well as any 
applicable federal, state, and local requirements for 
sharps containers and medical or regulated waste. 

The EPA also rules on how an LTCF should treat 
containers that may contain pharmaceutical residue, 
such as a vial or unit-dose container. Under the final 
rule, a stock bottle, dispensing bottle, vial, or ampoule 
(not to exceed 1 liter or 10,000 pills), or a unit-dose 
container (e.g., a unit-dose packet, cup, wrapper, blister 
pack, or delivery device), is considered empty and its 
residues are not regulated as hazardous waste provided 
the pharmaceuticals have been removed from the stock 
bottle, dispensing bottle, vial, ampoule, or unit-dose 
container using the practices commonly employed to 
remove materials from that type of container.

Disposal

The EPA rule also states that LTCFs will no longer be 
allowed to use the household hazardous waste exemp-
tion; waste in an LTCF now needs to be managed as 
regulated hazardous waste. This applies to all hazard-
ous waste generated by the LTCF, not just hazardous 
waste pharmaceuticals. Three additional mandatory 
provisions that might affect how an LTCF manages its 
hazardous waste state that:

• LTCFs with 20 beds or fewer will be VSQGs. It’s
important to note that the EPA believes that
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98%–99% of LTCFs that generate hazardous 
waste are VSQGs.

• An LTCF may send its hazardous waste pharma-
ceuticals to an off-site healthcare facility that
supplies the LTCH with its pharmaceuticals, such
as a LTCD pharmacy. This is limited to hazard-
ous waste pharmaceuticals and not to those that
are also controlled substances.

• The LTCF may use a DEA-authorized collection
receptacle to dispose of its hazardous waste
pharmaceuticals.

Schedule II pharmaceuticals may not be returned, 
Stratoti explains. Those drugs need to be disposed of 
on-site, typically by an RN or LPN.

It’s important to note that when the LTCF itself 
generates hazardous waste as a result of its central 
management of pharmaceuticals in its pharmacy or 
pharmacy-like area, this waste would be subject to the 
RCRA hazardous waste generator regulations since 
the pharmaceuticals are under the control of the 
facility. However, patients and residents in LTCFs may 
generate hazardous wastes via pharmaceuticals that 
are under the patient’s or resident’s control, and those 
pharmaceuticals, when discarded, would be subject to 
RCRA’s household hazardous waste exclusion 
(§ 261.4(b)(1)). 

“Hazardous pharmaceutical wastes generated by the 
resident are excluded from regulation because they are 
considered to be derived from the household,” accord-
ing to the EPA.

The EPA has tried to develop hazardous waste regula-
tions that conserve resources while ensuring the 
protection of human health and the environment. 
Many hazardous wastes can be recycled safely and 
effectively, while other wastes will be treated and 
disposed of in landfills or incinerators.

Recycling hazardous waste has a variety of benefits, 
including reducing the consumption of raw materials 
and the volume of waste materials that must be treated 

and disposed of. However, improper storage of those 
materials might cause spills, leaks, fires, and contami-
nation of soil and drinking water. To encourage 
hazardous waste recycling while protecting health and 
the environment, EPA developed regulations to ensure 
recycling is performed safely.

Other comprehensive information on the final steps in 
EPA’s hazardous waste management program is 
available online, including webpages and resources 
related to regulations that apply to treatment, storage, 
and disposal facilities, and to descriptions of land 
disposal restrictions.

Challenges of the regulation change?

The timing is possibly the biggest challenge of the final 
rule. Facilities only have a short window to achieve 
compliance and inform the EPA that procedures have 
been put in place. And while some states have already 
adopted this rule, many still have a way to go before 
they are ready.

“We are concerned with the short time frame of four 
months when the final rule becomes effective due to 
the operational changes that nursing centers face to 
comply with these new regulations,” said Holly Har-
mon, vice president of quality, regulatory, and clinical 
services at the American Health Care Association. 
“Nursing centers need support from their consultant 
pharmacists and long-term care pharmacies to navi-
gate these changes.”

But Stratoti thinks that nursing staff are already ahead 
of the game. “This isn’t new as far as nursing is con-
cerned. Nurses are always taught medication manage-
ment, what is medical waste, and that’s basically 
anything that is referred to as bloodborne pathogens.”

Now the pharmacy will be responsible for what is 
returned to them, and it will have to delineate between 
items that are considered EPA hazards and items that 
can be disposed of routinely, she says.
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The UB-04 is made up of form locators (FL), or boxes 
to be completed. Some of the FLs are required, some 
are optional, and some are not used in the SNF setting. 
If any required pieces are missing, the claim will not 
pass the system edits when it is submitted to the MAC. 
Although most Medicare billing is done electronically 
and the UB-04 is completed largely by the billing 
software, it is important for Medicare billers to be 
familiar with the pieces of information required on the 
claim and how to complete the form.

The following FLs are used by SNFs on the Part A 
UB-04:

FL 1 Provider name, address, and telephone number

The minimum entry is name, city, state, and ZIP code. 
The post office box number may be included, and the 
state may be abbreviated.

FL 2 Provider pay-to name, address, and ID fields

This field is not required and will be ignored by CMS.

FL 3a Resident control number

This field is the patient’s unique alphanumeric control 
number assigned by the provider to facilitate retrieval 
of financial records.

FL 3b Medical health record number

This field is situational.

FL 4 Type of bill (TOB)

This four-digit number gives three specific pieces of 
information after a leading zero—CMS will ignore the 
leading zero and process the remaining three digits. 
The second digit identifies the type of facility: 2 for 
SNF. The third classifies the type of care: 1 for Part A, 
2 for Part B, and 3 for outpatient services provided in 
the SNF. Per Chapter 7, Section 10C of the Medicare 
Claims Processing Manual, “Bill type 22X is used for 
beneficiaries in a covered Part A stay and for benefi-
ciaries who are Part B residents. TOB 23X is used for 
SNF outpatients or for beneficiaries not in the SNF or 

DPU.” The fourth digit indicates the sequence of the 
bill for this particular episode of care and is referred to 
as the claim frequency code: 0 for a no-pay claim, 1 for 
an admit through discharge, 2 for a first claim, 3 for a 
continuing claim, 4 for a discharge claim, 7 for an 
adjustment claim, and 8 for a canceled claim.

Coding 210 in the TOB box indicates that the benefi-
ciary is in a SNF (2) under a Part A stay (1) and it is a 
no-pay bill (0).

Coding a 220 indicates that the beneficiary is in a SNF 
(2) under a Part B stay (2) and it is a no-pay bill (0).

Coding a 212 indicates that the beneficiary is in a SNF 
(2) under a Part A stay (1) and this bill is the first in a
series (2).

Coding a 213 indicates that the beneficiary is in a SNF 
(2) under a Part A stay (1) and this bill is continuing (3)
or is the final bill and the beneficiary is remaining in
the SNF at a noncovered level of care.

FL 5 Federal tax ID number

This is required.

FL 6 Statement covers period (from/through)

The provider enters the beginning and ending dates of 
the period included on this bill. CMS uses the “from” 
date to determine timely filing.

Note: Medicare pays for the day of admission into a 
SNF but not the day of discharge or death. Be sure that 
the statement covers period matches the number of 
covered and noncovered days on the claim.

FL 8 Resident’s name and ID

The provider enters the patient’s last name, first name, 
and middle initial, if applicable, along with the patient 
ID (if different from the subscriber’s ID).

FL 9 Resident’s address

The provider enters the patient’s full mailing address.

Breaking down common SNF form locator codes
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FL 10 Resident’s date of birth

The provider enters the month, day, and year of birth 
(MMDDYYYY). If the birthdate is unknown, fill in 
zeros for all eight digits.

FL 11 Resident’s gender

The provider enters an M for male or an F for female.

FL 12 Admission date

The provider enters the admission date for the current 
stay (MMDDYY).

Note: If the patient is discharged and readmitted, the 
admission date should reflect the most current 
admission.

Using a previous admission date will cause the claim to 
not pass through claim edits and be “returned to 
provider” for correction.

FL 15 Point of origin (indicates source of referral)

Following are potential entries:

• 1: From non-healthcare environment

• 2: From clinic

• 4: From hospital

• 5: From another SNF

• 6: From another facility not classified elsewhere

• 7: From emergency room

• 8: From law enforcement

• 9: Information not available

FL 17 Resident status (indicates patient status as of 
the “through” date of the billing period in FL 6)

Following are potential entries:

• 01: Discharged home

• 02: Discharged or transferred to a short-term
general hospital for inpatient care

• 03: Discharged or transferred to a SNF with
Medicare certification in anticipation of skilled
care

• 04: Discharged or transferred to an intermediate-
care facility

• 05: Discharged or transferred home under care
of organized home health in anticipation of
skilled care

• 07: Left against medical advice

• 20: Expired

• 21: Discharged or transferred to a law enforce-
ment agency

• 30: Still a patient or expected to return for outpa-
tient services

• 43: Discharged or transferred to a federal health
facility

• 50: Discharged or transferred to hospice in the
home

• 51: Discharged or transferred to hospice in an-
other medical facility

Note: Be sure that the status code matches the bill type 
(e.g., a discharge status code should be on a discharge 
bill). On claims that are indicating a continuing stay 
(e.g., 212 or 213 claims), the patient status should be 30, 
still a patient.

FL 18–28 Condition codes (indicate specific 
conditions)

Following are potential entries:

• 04: An information-only bill, which can be a bill
submitted as a utilization report or for a benefi-
ciary who is enrolled in a managed care plan and
the provider expects to receive payment from the
plan

• 07: The patient has elected hospice, but the pro-
vider is not treating the patient for the terminal
condition and is requesting regular Medicare
payment for other services

• 08: The beneficiary would not provide informa-
tion regarding other insurance coverage

• 20: The beneficiary has requested determination
by the payer, and the provider realizes that the
services are not covered

• 21: The provider realizes services are not at a
covered level or are excluded but is requesting a
denial notice from Medicare in order to bill Med-
icaid or other insurance
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• 56: The SNF admission was delayed more than
30 days after hospital discharge because the pa-
tient’s condition made it inappropriate to begin
active care within that period

• 57: The patient previously received Medicare-
covered SNF care within 30 days of the current
SNF admission

FL 31–36 Occurrence codes and occurrence span 
codes

Due to the varied nature of occurrence and occurrence 
span codes, provisions have been made to accommo-
date the use of both types of codes. The span code can 
contain an occurrence code without a “through” date.

Following are potential entries:

• 50: The ARD, but not used with the default
HIPPS code ZZZZZ

• 55: Date of death

• 70: The beneficiary had a qualifying hospital stay
with corresponding dates listed in the “from”
and “through” fields

• 74: A leave of absence with corresponding dates
listed in the “from” and “through” fields

• 78: Previous SNF stay dates

Note: The occurrence span 70, qualifying hospital stay 
should remain the same throughout the spell of illness. 
Whenever there is an occurrence span 78, previous 
SNF stay, there must also be a condition code 57.

FL 39 Value codes

These codes and related dollar amounts are necessary 
for the processing of the claim.

The codes are two alphanumeric digits, and each value 
code allows up to nine numeric digits for the amount. 
If more than one value code is shown for a billing 
period, codes are shown in ascending numeric 
sequence. There are four lines of data, lines a–d. 
Following are potential entries:

• 09: Coinsurance dollar amount

• 50: Part B PT visits (Part B only)

• 51: Part B OT visits (Part B only)

• 52: SLP services (Part B only)

• 80: Covered days

• 81: Noncovered days

• 82: Coinsurance days

FL 42 Revenue codes

Coding the first three digits in this field box on each 
line indicates the type of payment system:

• 0022: The SNF PDPM payment system

• 0120: Semiprivate room rate, room, and board

• 0180: Leave of absence (LOA)

• 0250: Pharmacy costs

• 0261: IV therapy infusion pump

• 0264: IV therapy supplies

• 0270: Medical-surgical supplies

• 0274: Prosthetic/orthotic devices

• 0300: Laboratory services

• 0320: Diagnostic radiology services

• 0420: Physical therapy

• 0424: Physical therapy evaluation

• 0430: Occupational therapy

• 0434: Occupational therapy evaluation

• 0440: Speech-language pathology

• 0444: Speech-language pathology evaluation

• 0947: Complex medical equipment

Note: According to CMS Transmittal 2270 (Change 
Request 11152) dated March 13, 2019, item change 
11152.3, the Medicare contractor shall no longer 
require therapy services to be present on SNF/swing 
bed claims with the statement covers through dates 
greater than 10/01/19. Claims with discharges on 
10/1/19 would still need to include the therapy services 
on the claim.

Tip: Section 4432 of the Balanced Budget Act requires 
the SNF to submit all Medicare claims for all services 
the beneficiary receives under a Part A stay, except for 
certain excluded services. If the beneficiary is not in a 
covered Part A stay (e.g., because benefits are 
exhausted, level-of-care requirements are not met), the 
SNF is required to bill for therapy services under Part 

http://hcpro.com
http://copyright.com


HCPRO.COM

10 |PROPELLong-Term Care Journal May 2019

© 2019 HCPro, a Simplify Compliance brand.  
For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at copyright.com or 978-750-8400.

B if the beneficiary is entitled. This process of listing 
all associated costs during a Part A stay is referred to 
as consolidated billing.

FL 43 Revenue description

Although this field is not required, the actual descrip-
tion that correlates with the revenue code can be listed 
here. Many software programs will autofill this field 
once it has been entered in the payer setup. Check with 
your software vendor for details. When the software 
vendor does not have specifications, you can use the 
descriptions found in the CMS Claims Processing 
Manual, Chapter 25, Completing and Processing the 
CMS-1450 Data Set.

FL 44 HCPCS/HIPPS code

This field requires the codes for each Healthcare 
Common Procedure Coding System (HCPCS) or 
HIPPS codes. When billing at the default rate, the 
PDPM default code is ZZZZZ. A complete list of 
HCPCS codes can be accessed through the CMS 
website.

Tip: The HIPPS code is derived from the PPS PDPM 
case-mix group. Your MDS software program deter-
mines the HIPPS code in MDS section Z0100A after 
the assessment data is entered. The SNF is reimbursed 
a daily rate that correlates with the Medicare PPS 
PDPM case-mix groups identified from MDS coding.

FL 45 Service date

For Part A claims, the service date (which was once 
the ARD) is left blank, and the ARD is now listed in 
the occurrence code section of the UB-04 with a code 
of 50; then the ARD is listed in the adjoining field.

FL 46 Service units

This column quantifies the services for each revenue 
code. Enter applicable information (e.g., the number of 
days in a particular type of accommodation, the 
number of times a service was performed, the number 
of covered days).

FL 47 Total charges

This lists the total charges for each line of services. All 

costs associated with the Part A stay and paid from 
PDPM reimbursement rates are listed here for consoli-
dated billing, with a few exceptions.

FL 48 Noncovered charges

The total noncovered charges pertaining to the related 
revenue code from FL 42 are entered here.

FL 50 A, B, C payer name and identification

If Medicare is the primary payer, enter “Medicare” on 
line A.

FL 51 Health plan identification

Lines A, B, and C are situational. Enter the health 
plan identifier when one is established; otherwise, 
report the number that Medicare has assigned.

FL 52 A, B, C release of information certification 
indicator

Entering a Y indicates that the provider has a signed 
statement on file permitting it to release data to other 
organizations in order to adjudicate the claim. This is 
required when state or federal laws do not supersede the 
HIPAA Privacy Rule by requiring that a signature is 
collected.

FL 53 A, B, C assignment of benefits

Entering a Y indicates that the provider has a signed 
statement on file permitting the insurance payment to be 
made directly to the provider instead of the beneficiary.

FL 56 National Provider Identifier (NPI)

The NPI is a unique identification number for covered 
healthcare providers. Covered healthcare providers and 
all health plans and healthcare clearinghouses must use 
the NPIs in the administrative and financial transactions 
adopted under HIPAA. Enter the NPI number.

FL 57 Other provider ID

Enter any other provider identifiers as assigned by a 
health plan.

FL 58 Insured’s name
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Enter the insured’s name corresponding to 

the same line where the Medicare payer 

information is shown from FL 50–54. Enter 

the name exactly as it appears on the identifi-

cation card or other Medicare notice.

FL 59 Resident’s relationship to insured

If the provider is claiming payment under 

another, enter the code that indicates the 

relationship of the patient to the insured:

• 01: Spouse

• 18: Self

• 19: Child

• 53: Life partner

• 21: Unknown

FL 60 Insured’s unique identification

On the line that corresponds with the  

Medicare payer information from FL 50–54, 

enter the health insurance claim number.  

If Medicare is the primary payer, enter the 

information in FL 60A. Enter the number  

as it appears on the patient’s health insurance 

card, on their Medicare Summary Notice,  

or as reported by the Social Security office.

FL 67 Principal diagnosis

The principal diagnosis is the condition established after study 

to be chiefly responsible for this SNF admission. The insertion 

of the decimal point between the third and fourth digit of an 

ICD code is not necessary because it is implied.

FL 67 A–Q other diagnosis codes

Enter additional conditions if they coexisted at the time of 

admission or developed subsequently and if they had an effect 

upon the treatment or length of the stay. Do not duplicate the 

principal diagnosis in these fields.

FL 69 Admitting diagnosis

For inpatient hospital claims subject to a QIO review, the 

admitting diagnosis is required. It is not used on SNF claims. 

For SNFs, the terms “admitting diagnosis,” “primary diagnosis,” 

and “principal diagnosis” are used interchangeably.

FL 76 Attending provider name and identifier

The attending provider is the individual who has overall responsibil-

ity for the patient’s medical care and treatment reported in the claim. 

The full list of UB-04 field locator codes can be found in the CMS 

Claims Processing Manual, Chapter 25, Completing and Processing 

the CMS-1450 Data Set.
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Q: For a hospital-based nursing home,  
can we use the same corporate compliance 
officer as the hospital that is tasked to 
oversee the compliance program for all of 
our affiliates?

A: Yes, you could. Just remember that if 
you’re part of a corporation with five or 
more facilities, the corporate compliance 
officer must be designated with that pri-
mary responsibility. You’ll also want to 
make sure that each facility in the corpora-
tion has a liaison who will work at the 
facility level alongside the corporate com-
pliance officer.

Q: If a nursing facility contracts with a 
rehab company to provide therapy, will 
documentation of completion of the rehab 
company’s compliance training suffice  
to meet the training requirement under 
§483.95, or does the nursing facility have
to provide their own training?

A: I would always recommend providing the nursing 
facility’s training. The contracted rehab companies are 
not held to the same expectations as SNFs and nursing 
homes when it comes to compliance and ethics training 
or any of our training; CMS is looking to see whether 
the SNF itself does due diligence in making sure that 
the training requirements are met. I would not trust a 
third party’s training because they don’t have the same 
vested interest, and of course, they wouldn’t suffer the 
same consequences if you’re found to be 
noncompliant.

Q: I design training for food service workers. How is 
competency defined, and what will surveyors be 
looking for to ensure successful completion of 
training?

A: When surveyors are looking to see whether your 
facility is culturally or trauma-informed in meeting the 
needs of your specific resident population, noncompli-
ance with training for food service workers could be 
triggered on an area that’s already been established as 
a deficient practice. 

For example, as it relates to a dietary department, you 
may admit a Jewish resident who only eats a Kosher 
diet. Surveyors will be looking to see that your facility 
had a plan in place prior to admitting that resident to 
make sure you could meet that resident’s choice and 
dietary needs. So from a dietary perspective, it’s 
important to take a look at your facility’s unique 
population and residents who may have different 
cultural backgrounds and making sure that their  

Requirements of participation: Are you ready for Phase 3?
This article is a Q&A from HCPro’s webinar led by postacute regulatory specialist Stefanie Corbett, DHA, that 
aired on Wednesday, April 3, 2019. Purchase the on-demand version here.
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diets are appropriate and not only meet their quality of 
care needs, but also their quality of life needs, and that 
can be specific to different cultures.

When developing that training, you want to make sure 
that you’re very in tune with residents’ satisfaction with 
your dietary department’s dietary offerings, and if you 
do identify very special needs, you want to be confi-
dent that staff have been trained on how to care plan 
for those residents. 

Q: Our facility is subacute with a majority population 
of residents who are in a vegetative state. Can you 
please provide an example of meeting the trauma 
portion requirements?

A: An example of meeting the trauma portion require-
ment for a resident in a vegetative state might be a war 
veteran who is very sensitive to loud noise. In this case, 
you may want to care plan that this resident has a 
sensitivity to sound as it relates to loud music being 
played; you may want to also note that he may not be 
appropriate to have a roommate who is hard of hearing 
and may prefer sounds and music to be louder. Even 
though the resident is vegetative, we do know that 
individuals can show discomfort with things such as 
volume, depending on each person’s individual charac-
teristics. Of course this will have to be looked at on a 
case-by-case basis, so I would recommend that you 
include in your initial assessment and ongoing resident 
assessment the individual’s history and background, 
where you may find indication of sensitivity or areas 
that may pose themselves as opportunities to care plan 
accordingly. 

Q: What are the additional components required for a 
compliance and ethics program for corporations with 
five or more facilities? 

A: There are four additional components for corpora-
tions with five or more facilities, and they are as 
follows:

• Implement a mandatory annual training program

• Designate a compliance officer whose primary
responsibility is operating the compliance and
ethics program (this person must report directly

to the governing body and not be subordinate to 
the general counsel, CFO, or COO)

• Designate compliance liaisons at each facility

• Implement an annual review of the compliance
and ethics plan and revise it, as needed

Q: Regarding the extra components for corporations 
with five or more facilities, does “facilities” refer to 
SNFs?

A: Yes, these regulations are specific to SNFs.

Q: If we have an annual survey prior to November 28, 
2019, and surveyors find noncompliance with phase 3 
regulations, can our facility be cited?

A: No, you will not be cited for phase 3 noncompliance 
until after November 28, 2019. Surveyors may observe 
noncompliance and mention their observation, but you 
will not be cited until after that November 28 imple-
mentation date.

Q: Does our medical director have to attend all of the 
QAPI meetings?

A: No, it’s not in the regulations that the medical 
director has to attend every QAPI meeting; he or she 
could have a designee attend. It is recommended that 
you have a physician who is familiar with your pro-
cesses and systems attend all QAPI meetings.

Q: What types of things do you expect surveyors to 
ask for regarding compliance and ethics, and do you 
think they will be comfortable in that area since it’s 
new to the survey process?

A: When we talk about these regulations for compliance 
and ethics, this is a necessary change for SNFs because 
we’ve seen such a high incidence as it related to improper 
payments. So a facility that is flagging for overutilization 
for therapy, for example, as compared to other facilities, 
or a high incidence of residents with reported identity 
theft, or issues where residents have complained that 
money in their trust funds is missing or the books aren’t 
being balanced appropriately—these things would trigger 
a surveyor digging into your compliance and ethics 
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program. Complaints to surveyors or other agencies will 
also trigger a look at the program.

On a baseline level, if you’re a facility that doesn’t 
trigger compliance and ethics concerns, you may find 
that surveyors want a copy of your plan to look at the 
particular line item for compliance and ethics training.

Q: We have showers in each room but we do not use 
them because we have a shower room that is bigger and 
easier to work with the residents. Do we have to have a 
shower in each room even if we don’t use them?

A: No. If your facility was built prior to November 28, 
2019, you will not be required to go back and make 
those showers functional. However, if you are just 
getting Medicare certified after November 28, that 
would be a requirement going forward, and more or 
less you’ll be grandfathered.

Q: What number of infection preventionists would be 
considered ideal for a facility with more than 200 
residents?

A: This relates to the importance of performing a 
thorough facility assessment. The number of infection 
preventionists that your facility needs can’t be an 
expectation from CMS or a recommendation from a 
consultant without having an indication of your 
facility’s specific resident population. You may find 
that you serve residents who really don’t have a high 
incidence of infection, but you may be in an environ-
ment where your residents do have quite a few infec-
tions, so if you’re in a port city for example and you 
see noroviruses frequently or you have a high inci-
dence of flu or pneumonia, then you may want to beef 
up your infection prevention. CMS does not require 
more than one infection preventionist at each facility, 
however. So it could be that the members of your 
QAPI team also support and work alongside that 

infection preventionist even if your facility does have a 
significant number of infections.

Q: Does a nurse practitioner (NP) constitute as a 
designee for a medical director for attendance at 
QAPI meetings?

A: The regulation says that it can be a designee, and it 
does not say that it has to be a physician. It’s recom-
mended, and in many states according to the state 
practice act, NPs, physician assistants, and some of 
those other physician extenders can certainly do the 
same scope or very similar scope as a physician. To 
make sure you’re doing everything in your power to 
beef up your QAPI program, make sure that whoever 
your physician designates to participate in QAPI 
meetings is someone who is familiar with your pro-
gram, delivery of care in your facility, and can contrib-
ute and help you look at tracking and trending, devel-
oping plans to meet the needs of your resident 
population. You may want to refer to your state prac-
tice act to make sure that you’re comfortable, if you do 
allow for a designated NP, that that person is someone 
you would recommend as a parallel to your physician. 

Q: Can the director of nursing be the infection pre-
vention designee in a facility of 40 short-term beds?

A: The infection preventionist designee’s primary 
responsibility would have to be infection control and 
prevention, so I wouldn’t recommend the DON to 
serve in that role. If you had a staff development 
coordinator or a charge nurse or ADON, that might be 
more appropriate, because the DON’s primary respon-
sibility should be directing the facility’s nursing pro-
gram, so I don’t think that person could consistently 
contribute to and oversee the infection prevention and 
control program without creating compromise.
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